For Non-Medicare Members
Low-dose CT screening for lung cancer will be covered when the patient meets the following criteria:
Ages 55 through 74: Annual screening for lung cancer with low-dose computed tomography is recommended for patients who:
• Have at least a 30-year pack history,
• Currently smoke or quit less than 15 years ago, and • Have no significant comorbidities that would preclude surgical treatment or limit life expectancy.
Ages 75 through 79: For patients who meet the above criteria, clinical judgment is recommended in deciding whether to initiate annual lung cancer screening with LDCT.
Ages 80 and over: Annual lung cancer screening with LDCT is not recommended.
Discontinuation
Discontinuation of lung cancer screening is recommended at 15 years following the patient's quit date, or as appropriate for health status. The most important risk factor for lung cancer is smoking, which results in approximately 85% of all U.S. lung cancer cases. The incidence of lung cancer increases with age, occurring most commonly in individuals aged 55 years or older. Increasing age and cumulative exposure to tobacco smoke are the two factors most strongly associated with the occurrence of lung cancer.
The USPSTF found adequate evidence that annual screening with low-dose computed tomography (LDCT) in current and former smokers aged 55 to 79 years who have significant cumulative tobacco smoke exposure can prevent a substantial number of lung cancer deaths. LDCT has greater sensitivity for detecting early-stage cancer than chest X-ray and sputum cytology; however, it also has a very high rate of false positives (about 95%).
For the benefits to outweigh the harms, screening needs to be limited those who are at the highest risk for lung cancer.
11/4 -MPC adopted the USPSTF guidelines for lung cancer screening
Medical Technology Assessment Committee (MTAC)

Low-Dose CT Screening for Lung Cancer 12/12/2001: MTAC REVIEW Evidence Conclusion:
There is no evidence on the diagnostic accuracy of the low-dose CT test for lung cancer screening. That is, an independent, blind, comparison of the low-dose CT tests with a gold standard (e.g. highdose CT) for an appropriate group of patients. In the Henschke study, only patients with certain findings on lowdose CT were recommended to have high-dose CT. There are also no studies comparing the diagnostic accuracy of low-dose CT screening to the current standard, chest radiography. The only available evidence on low-dose CT screening for lung cancer is prospective reports of screening programs. Henschke set up a protocol to screen individuals at increased risk of lung cancer. They found that more non-calcified nodules, malignant nodules and stage I malignant disease was found using low-dose CT than could be detected by chest radiography. These data suggest that low-dose CT may be useful for lung cancer screening. The data presented in the Henschke study are insufficient for evaluating the question of whether screening with low-dose CT reduces disease-specific mortality. Even though more nodules and more stage I nodules were identified than with chest radiography, it is not known whether this early identification will lead to decreased mortality from lung cancer.
(Previous randomized controlled trials evaluating the effectiveness of chest radiography for lung cancer screening did not find a difference in mortality in the screened and unscreened groups). Alternatively, CT screening may not increase disease-specific survival due to lead-time bias and over diagnosis bias. Randomized controlled trials comparing CT screening to no screening would provide more rigorous information about its effectiveness as a screening strategy. Articles: The search yielded 54 articles, many of which were review articles, opinion pieces or dealt with technical aspects of the procedure. There were no randomized controlled trials or meta-analyses. Five case series with relevant clinical outcomes were identified. Four were studies conducted in Japan and one was a study conducted at Cornell University. Of the four Japanese studies, there were two studies by Sone al. and two studies by Kaneko et al. The Sone articles were an earlier and later report on the same project, as were the Kaneko articles. Neither of the Japanese screening projects had specific clinical inclusion and exclusion criteria. The Sone study screened the general population and the Kaneko study screened people who were members of a non-profit organization, the Anti-Lung Cancer Association (ACLA). In addition, neither Japanese screening project appeared to have a consistent protocol that was followed. The following information was used in the development of this document and is provided as background only. It is provided for historical purposes and does not necessarily reflect the most current published literature. When significant new articles are published that impact treatment option, KPWA will review as needed. This information is not to be used as coverage criteria. Please only refer to the criteria listed above for coverage determinations.
The use of CT Scanning in the screening of lung cancer does not meet the Kaiser Permanente Medical Technology Assessment Criteria 2 for effectiveness of diagnostic test.
Low-Dose CT Screening for Lung Cancer 8/15/2011: MTAC REVIEW Evidence Conclusion:
The National Lung Screening Trial (NLST), a large RCT that included 53,454 participants, examined whether screening high-risk individuals for lung cancer annually for three years with either LDCT or chest x-ray would reduce lung cancer mortality. Results from the NLST suggest that in high-risk patient's annual lung cancer screening for three years using LDCT reduced lung-cancer mortality with a number needed to screen to prevent one cancer death of 320. However, before recommending a screening test there are other factors to consider such as overdiagnosis, cost-effectiveness, false positive results, and other potential harms such as radiation-induced cancer. The effect of overdiagnosis and radiation-induced cancer could not be directly measured in this trial and cost-effectiveness analyses are currently underway. With regard to false positive results, across the three rounds of screening, 96.4% of the positive results in the LDCT and 94.5% in the x-ray group were false positive results. Additionally, 39.1% of subjects in the LDCT group and 16.0% in the x-ray group had at least one positive screening test during the screening phase of the trial (NSLT 2011). A recent interim analysis from a RCT that included 2,472 men who were at high-risk for lung cancer examined whether yearly lung cancer screening using LDCT in combination with a medical interview and physical exam would reduce lung cancer mortality compared to yearly medical interview and physical exam alone. After approximately 3 years of follow-up, significantly more men in the intervention group were diagnosed with lung cancer [intervention 60 (4.7%) vs. control 34 (2.8%), P=0.02]. However, there was no significant difference in lung cancer mortality between the two groups [intervention 20 (1.6%) vs. control 20 (1.7%), P=0.84]. Conclusion: Results from the NLST suggest that screening high-risk patients with LDCT annually for three years may reduce lung-cancer mortality; however, despite these positive results there are many other questions that still need to be answered such as screening frequency and duration. In 2007, the California Technology Assessment Forum evaluated the use of low-dose spiral computed tomography (LDCT) screening for lung cancer. They concluded that while the use of LDCT to screen for lung cancer in high-risk populations appeared promising, there was insufficient published evidence to recommend the use of LDCT outside of the investigational setting. Since the 2007 technology assessment, two randomized controlled trials (RCTs) were selected for review that examined the effectiveness of screening high-risk individuals for lung cancer using LDCT compared to chest x-ray. Articles: The following studies were critically appraised: National Lung Screening Tral (NLST . Results from this trial suggest that after 5 years of follow-up, annual or biennial screening with LDCT did not reduce lung cancer mortality compared to usual care. The incidence of lung cancer was significantly higher in LDCT screening groups compared to the control group (P=0.025), but not in the annual versus the biennial groups (P=0.24). Due to recruitment issues the trial may be underpowered to detect differences in mortality. Additionally, at baseline more subjects in the control group were current smokers (Pastorino 2012). Conclusion: Results from the NLST suggest that screening high-risk patients with LDCT annually for three years may reduce lung-cancer mortality; however, despite these positive results there are many other questions that still need to be answered such as screening frequency and duration, and the effects of cumulative radiation exposure. Results from other RCTs have not shown a mortality benefit; however, these trials may be underpowered. Articles: Low-dose CT screening for lung cancer was previously reviewed in 2001 and 2011. Since the 2011 review, two randomized controlled trial were identified that assessed the benefits and harms of screening for lung cancer using low-dose CT in high risk patients. 
